Introduction
The increase in national states' responsibilities in the social area was an important phenomenon in the 20 th century, related to transformations in world capitalism and the expansion of social rights 1 . The state played a growing role in financing by collecting taxes and implementing the public budget, thereby contributing to the "de-commodification" of access to actions and services covered by social policies, with differences between countries 2 .
Health and social security are the social policy areas that traditionally mobilize the most resources. It was no coincidence that they were the most heavily strained by reforms in social protection systems in the advanced 3 and Latin-American countries 4 , respectively, since the 1970s and 1980s.
Brazil's 1988 Constitution provided advanced guidelines for social protection (including the areas of social security/retirement pensions, health, and social assistance) and established the Brazilian Unified National Health System (SUS), which is public and has universal coverage. However, in subsequent years the implementation of Constitutional guidelines on social protection and health was hindered by a series of historical, structural, and contextual obstacles, including difficulties in financing social policies 5 .
Numerous studies have explored the limits and impasses of health financing in the context of implementing the SUS in the 1990s, related to restrictions on the financing of social policies, fluctuations in funding sources, weak investment policy, instability in the provision of funds from the Brazillian Ministry of Health, and financial disparities between States and municipalities, among other factors 6, 7, 8, 9, 10 .
Brazil shows low per capita public expenditure in health and low governamental expenditure on health (as a proportion of total governmental expenditure), even compared to some other Latin American countries such as Argentina and Chile 11 . The large relative weight of private health expenditure in the country (estimated at 56.4% of total spending in 2009) is hardly consistent with the public and universal model proposed by the SUS. This reflects structural problems in public-private relations and reveals the perverse side of health sector financing, as expressed by tax subsides for private health expenditures, government spending on private health plans for public employees, and out-ofpocket health spending by the poorest families 12 , all leading to the unequal use of health services based on income profiles 13 .
The 1988 Constitution provides that the three levels of government (Federal, State, and Municipal) have the responsibility to participate in health financing. Importantly, the relative weight of the Federal government in public spending in health decreased from more than 70% in the early 1990s to 44.7% in 2010 14 due to increased participation by the other two levels, especially the Municipalities in the 1990s and more recently the States 14, 15 . The decrease in the Federal government's relative share of health sector financing is partially explained by the decentralization process and the establishment of stricter rules for earmarking budget funds for health at the subnational levels since 2000.
Meanwhile, this raises two major concerns involving the Brazilian Ministry of Health's role in health sector financing. First, the Brazilian Federal system is historically marked by the importance of the National Executive Branch, which persisted even in the post-1988-Constitutional context of decentralization of public policies 16, 17 . Second, there are huge economic, social, and health-related heterogeneities in Brazil, heavily expressed in health. Health system decentralization differed greatly among the States and Municipalities in terms of institutional and financial capacities and dependence on Federal transfers 9, 18, 19, 20 .
In this context, Federal government needs to play a redistributive role and develop policies focused on reducing inequalities. Comparative studies show that maintenance of citizens' rights at the national level is a characteristic function of central governments in various Federal systems that have undergone important decentralization in public expenditure in health in recent decades 21, 22, 23 .
Considering the Federal government's strategic responsibility in the implementation of a universal and public health system in Brazil, the study sought to investigate the recent changes in the Federal government's participations in financing the SUS, focusing on an analysis of the characteristics of the Brazilian Ministry of Health's budget outlay in the 2000s. The final section discusses several conditioning factors and challenges related to the Federal government's role in health financing, based on the study's results and the existing literature.
Methods
The study focused on Federal expenditures by the Brazilian Ministry of Health, which in 2009 represented some 46% of public spending and 20% of total health spending in Brazil, consid-ering estimated shares for the three levels of government according to other authors 14 and information on the public-private proportions of spending for that year provided by the World Health Organization 11 .
The data analyzed here were obtained from national databases or furnished directly by the Brazilian Ministry of Health, and refer mainly to the 2000s, given the study's focus and limits in data availability and comparability, as explained below.
Analysis The study only analyzed the budget outlay on health actions and services. Thus, payments for public employees retirements, pensions, debt service, and other types of expenditures listed on the health budget in specific years (the fund to fight poverty and conditional cash transfers) were not included. The study used the funds earmarked for each year, which were mostly close to the amounts actually spent. To analyze annual trends, funds were adjusted for inflation according to the Expanded National Consumer Price Index (CPI) of the Brazilian Institute of Geography and Statistics (IBGE).
As for expenditures on health programs, the study only included data obtained in SIGA Analysis by States of the country included the portion of the budget that was subject to regional appropriation, which in 2002-2011 corresponded to some 63% to 70% of the Brazilian Ministry of Health's budget. This portion includes costing or investment expenditures for which the destination to regions or States is known, such as transfers to other levels of government, direct payments to providers, agreements, or Congressional amendments. In general, it does not include expenditures on central administration of Federal agencies or programs, payroll, expenditures for public employees retirements or pensions, debt payments, or other special operations.
The maps in Figure 80%) . Meanwhile, the health sector's share of the Federal government's current revenue fluctuated even more drastically during the same period, dropping from 9.64% in 1995 to 7.02% in 2011. As shown in Figure 1 , in the late 1990s and in the 2000s, Federal spending on health failed to proportionally accompany the growth in national tax revenue.
As for the outlay of Brazilian Ministry of Health budget, Figure 2 shows that the first decade of the 21 st century witnessed a growth in Federal transfers from the National Fund to the State and Municipal health funds ("fund-to-fund transfers"). There was a steady increase in the total amount of Federal funds transferred to the subnational levels, exceeding 40 billion BR$ (approximately U$20 billion) in 2010. In addition, the share of transfers in the Ministry's outlay on health actions and services increased from 51.0% in 2002 to 70.2% in 2010. In the last year in the series, the share dropped to 68.9%, possibly because the amount of transfers failed to accompany the total budget growth. At the end of the period, the share of the budget spent directly by the Ministry was limited mainly to expenditures on payroll, administration of national programs, and costs of the Ministry's own agencies and services.
The proportion of transfers exceeded 70% in 2007, after publication of the Pact for Health and the creation of large financing blocks that combine various mechanisms for Federal transfers through the SUS. The modality of direct Federal payment to outpatient and hospital providers practically ceased to exist. Beginning in 2009, even Federal investment funds, previously spent through agreements with States, Municipalities, or providers, were now transferred partially through a specific block of transfers.
This does not mean that States and Municipalities have wide autonomy to spend the transferred funds. Transfers to specific national programs are still subject to conditions and binding clauses as forms of Federal induction and regula- As for groups of expenses, investments represent a persistently low share of the Brazilian Ministry of Health's budget, ranging from 3.4% to 6.3% of the earmarked budget for health actions and services in 2002-2011. Considering the amounts actually paid out, these percentages were even lower (from 0.5% to 2.1%). Investments are generally the most heavily jeopardized group in health budget spending, with the lowest ratios between earmarked amounts and outlays. Figure 3 shows the distribution of the Ministry's spending on health programs. For most years between 2004 and 2011, five programs accounted for more than 90% of Federal spending on health actions and services: specialized outpatient and hospital care (ranging from 47.7 to 50.7%); primary care (14.3 to 17.7%); administrative support/payroll (10.4 to 13.1%); pharmaceutical care and strategic inputs (5.6 to 9.5%); and epidemiological surveillance (4.8 to 8.5%).
The programs with the largest relative increase in spending during the study period were pharmaceutical care and strategic inputs (up 151.5%) and primary care (up 93.1%). The first of these featured the creation of a specific secretariat in Brazilian Ministry of Health and the expansion of various activities in pharmaceutical care, both in existing areas (e.g., special medication, essential drug list) and those related to new government priorities (e.g., the so-called Popular Pharmacy program). As for primary care, the largest relative increase involved the continued expansion of the Family Health Strategy.
The rate of increase in spending on outpatient and hospital care was similar to that of the overall budget, although the absolute growth was important given this program's weight in the budget.
Meanwhile, spending on epidemiological surveillance increased little during the period, despite the creation of the Health Surveillance Secretariat in 2003, which raised expectations for expanding and strengthening activities in this area. The creation of a new secretariat focusing on Work Management and Health Education also favored greater budget programming for this field. However, from 2004 to 2011 there were difficulties and fluctuations in spending by the two main component programs (work management and health education, which Figure 3 groups under "other programs"), which in the latter case may be partially related to policy changes that altered the rules for spending the funds. A final approach in the analysis of health financing relates to the distribution of Federal funds among the States, considering the portion of the health budget subject to regional appropriation. Figure 4 (Figure 4a ). This suggests an effort to earmark Federal funds for historically underprivileged regions, which may be partially related to the increase in the supply of health actions and services and greater adherence to Federal programs by some States in these regions. However, the analysis in terms of per capita Federal funds (Figure 4b) shows that in 2011 there were persistent inequalities in the allocation of Federal health expenditures to the States, and most States in the North of Brazil received fewer Federal funds that the others.
As for the Federal share of public health spending, there was a decrease from 2002 to 2011 in all the States except Amapá and Amazonas. Even so, Figure 4c illustrates the diversity in the weight of Federal spending in the different States in 2011, varying from 21.0% (Acre) to 47.9% (Piauí). In no State was the Ministry of Health's share in health sector financing greater than 50%; in seven States, the share was less than 30%. maceutical care and strategic inputs was highest in the South and Southeast regions, followed by the Central West, with lower expenditures in the Northeast and North, thus reflecting inequalities in the supply and utilization of healthcare services in the country.
Discussion
Previous studies have shown that fluctuations in Federal financing in the late 1990s were influenced by restrictive economic policies for public spending and lack of definition of stable sources of health financing 8 . It has already been shown that the approval of the CPMF bank transaction tax in 1996 was not sufficient to guarantee a major increase in Federal funds in real terms, but it did apparently guarantee a certain degree of stability in Federal financing in subsequent years 14 . The lack of a more significant increase in the volume of Federal funds following the approval of the CPMF tax was due to shifts in revenue sources. Conflicts persisted over application of the CPMF tax even after approval of Constitutional Amendment 29 in 2000 [which obligated minimum spending on health at the Federal, State, and Municipal levels] 8 . In reality, in terms of the Federal government's funding obligation, tied to variation in the GDP, the amendment's formula apparently failed to favor an increase in Federal funds at that time 6, 7 , perhaps because the amendment's main objective was to expand State expenditures. This study corroborated previous research on the first decade of the 21 st According to estimates by the Institute of Applied Economic Research (IPEA) 24 , during most of the period analyzed here, Federal spending on health showed a cyclical pattern, fluctuating according to the acceleration or deceleration of the economy, as measured by GDP. In 2009, health spending showed countercyclical behavior, i.e., despite the drop in GDP resulting from the international economic crisis, the Brazilian Ministry of Health's budget outlay grew in absolute terms and as a proportion of the GDP. This was also true for social spending as a whole, supporting the Federal government's argument in favor of adopting countercyclical policies to withstand the international financial crisis 24 . The analysis of Federal spending on health as a proportion of GNR showed that health failed to accompany the increase in tax revenue, which indicates low fiscal priority for the health sector. Difficulties in defining stable funding sources for health persisted through the first decade of the 21 st century, and it was no coincidence that the political struggle shifted to the regulation of Constitutional provisions on Federal funds for health. There was an ongoing struggle to link health expenditures to national revenue (rather than to the GDP), with successive defeats in both the political and legal arenas.
The study allowed identifying efforts at decentralization of Federal health expenditures to poorer regions of the country, through transfers or direct budgetary outlays, associated with specific policies (mainly primary care and epidemiological surveillance). However, such gains should be analyzed with caution: as shown in the literature, discussion of the Federal government's redistributive role and equity in health financing 27 ; degrees of progressiveness in taxes that finance health 28 ; and distribution of resources between social groups 29 . In addition, the low levels of Federal investments pose a serious limitation for reducing health inequalities (one of the main purposes of Federal action), given the heterogeneity of health services supply and access in Brazilian territory.
As for conditioning factors, Federal financing of health in the 2000s reflects the influence of structural variables (the weight of the National Executive in the Brazilian state apparatus 16, 17 , historical difficulties in health financing 30, 31 ) and institutional variables (health policy history and post-1988 Constitutional and legal rules on the roles of the three levels of government). Such Federal financing also reflects changes implemented since the 1990s, related to decentralization and the configuration of a model for Federal intervention heavily based on standardization linked to financial mechanisms 32 .
The study also identifies influences from the political context on health sector financing. One cannot claim that the health sector as a whole was a high priority during the Lula Administration 33 . Several difficulties were related to the Senate's vote not to extend the CPMF (bank transaction tax) in late 2007, precisely when the government launched a new plan for strategic reorientation of the sector, called More Health 34 . In addition, the approval of Law 141 on January 13, 2012 35 On the other hand, the country's political scenario favored changes in the relations between the three levels of government, which contributed to an increase in transfers to States and Municipalities in the Brazilian Ministry of Health's budget. It also fostered the expansion of programs in areas defined as strategic (such as inputs and human resources), with fast growth in funds for the former and difficulties with budget outlay in the latter, related to changes in health education policies 33 .
Another issue relates to the Brazilian Ministry of Health's governance in national health policy, given this financing context. On the one hand, the Brazilian Ministry of Health is still recognized as the legitimate national health authority. This can be explained in part by the historical weight of the National Executive Branch in Brazil. In addition, despite political and administrative decentralization, the Ministry still retains important regulatory power in national policy, associated with Federal norms attached to financial incentives targeting States and Municipalities.
On the other hand, the weakening of factors such as the Federal financial burden may jeopardize the maintenance of national health standards 21 . In addition, the transition from a situation of centralized spending of Federal funds to decentralized management (already present in the 1990s), conditioned by the types and pace of health decentralization models 36, 37 , assumed new forms in the early 21 st century. It is now possible to identify stronger demands by States and Municipalities to reduce the binding of Federal funds to specific programs, with an aim towards expanding local autonomy in the use of such funds.
Importantly, negotiations between the Federal, State, and Municipal levels gained strength in the last decade, aimed at tripartite coordination of health policy in the country's federative system. In other words, even with the prospects for weakening of the power of Federal induction through financing, it is possible to identify initiatives aimed at changing the Ministry's intervention model, to resume national planning and to strengthen regulation through mechanisms such as negotiation and establishment of formal federative agreements 38 .
However, if the characteristics of Brazil's health financing are not changed in the coming years (including the large weight of private expenditures, the drop in the Federal share of public and total expenditure, instability of funding sources, and the dependency of Federal spending on overall economic growth), the Brazilian Ministry of Health's policy governance may be restricted and the Federal role in reducing inequalities may shrink even further.
In short, the Brazilian Ministry of Health's role in health financing in the last decade has been strained by various factors, including: instability in funding sources; fluctuations in health spending as a proportion of GDP; reduction in the Federal share of total health spending due to the increase in the relative share of States and Municipalities in public spending and the persistence of high private expenditures; limited and erratic Federal investments; a progressive increase in direct Federal transfers to other levels of government, while reducing the Ministry's power over application of the resources. This set of factors limits Federal redistributive capacity. Strategic challenges thus remain in health financing: to consolidate stable sources of funds for the health sector; to restrict direct and indirect subsidies to the private sector; to expand the public share of health sector financing and the Federal share of public spending; and to direct Federal resources to strategic areas and to reduce inequalities, aiming at improving health conditions for the Brazilian population as a whole. 
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